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Pink- orange, Gram-negative, glucose-non- 
fermenting rods or coccobacilli, growing on blood, 
Sabouraud, charcoal or Thayer-Martin agar, but not 
on MacConkey agar, should be subcultured at  25"C, 
30°C, and 42°C. Methylobacteria grow best at  25- 
3O"C, and do not grow at 42"C, which differentiates 
them from other pink coccoid groups. Colonies are 
small, punctate (c0.5 mm), occasionally mucoid, and 
non-hemolytic on blood agar. The Gram stain should 
be carefully examined for vacuoles, which are present 
in the methylobacteria but absent in similar pink 
coccoid organisms. A wet mount should demonstrate 
weak motility. Methylobacterium spp. are positive for 
oxidase, catalase and urease. In the reference laboratory 
setting, definitive identification can be established by 
demonstrating the ability to utilize methane, methanol 
or acetate as the sole carbon source in mineral-based 
media without growth factors; however, absence of this 
ability does not exclude Methylobacterium. 
Empirical therapy for treatment of serious methylo- 
bacterium infection consists of aminoglycosides, which 
should be instituted as soon as a presumptive identi- 
fication is made, since the slow-growing nature of 
the organisms delays (and sometimes even precludes) 
determination of antimicrobial sensitivities. Therapy 
should, of course, be appropriately modified once the 
tested sensitivities of each organism are known, since 
plasmid-based resistance has been described and it is 
highly desirable to avoid the potentially toxic side effects 
of the aminoglycosides. Ciprofloxacin and trimetho- 
prim/sulfamethoxazole are second-choice antibiotics, 
and ceftizoxime and ceftriaxone can also be considered 
good alternative drugs [6]. In cases where the risk 
of renal failure is felt to be excessive, or where the 
suspected infection is deemed mild enough to allow 
less than maximal empirical therapy in the interests of 
avoiding side effects, suggested antibiotics are piper- 
acillin, trimethoprim/sulfamethoxazole or tetracycline. 
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Acute cholecystitis and bacteremia caused by 
Khyvera ascorbata in a cirrhotic patient 
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Kluyveva, a relatively recently described genus, included 
in the Enterobacteriaceae and previously known as 
Enteric Group 8, comprises a group of motile Gram- 
negative rods, methyl red positive and not producing 
acetoin, which are distinguished from other related 
genera by their ability to utilize citrate and malonate, 
decarboxylate ornithine in Moeller medium and 
produce large quantities of a-ketoglutaric acid during 
the fermentation of glucose [l]. These microorganisms 
may be found in food products of animal origin, soil, 
floors, sewage and hospital environments. The most 
common site for isolation in humans is the respiratory 
tract, although they have also been isolated from urine, 
feces, soft tissue and blood. A pathogenic role for the 
genus has not, however, been clearly established and it 
is considered as an opportunist pathogen, uncommon 
in human infections and almost always associated with 
inmunologic impairment [2]. 
We describe a case of cholecystitis and bacteremia 
caused by Kluyvera ascorbata in a patient with a prior 
diagnosis of liver cirrhosis. The patient, a 23 year-old 
male, was admitted to hospital with a temperature of 
39"C, abdominal pain, nausea and vomiting. He had 
previously been diagnosed as suffering from liver 
cirrhosis secondary to chronic hepatitis B infection, 
with severe cellular damage. Abdominal ultrasound 
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provided images compatible with acute cholecystitis. 
Four blood cultures were taken (VITAL, bioMerieux, 
France) and empirical treatment was begun with 
ceitriaxone, 2 g/day. The following day, a Gram- 
negative rod, identified as Kliryvera sp., was isolated in 
the four blood cultures. The microorganism was 
resistant to ampicillin (MIC > 16 mg/mL), cefazoh 
(MIC > 16 pg/mL) and ticarcillin (MIC > 64 mg/niL) 
and susceptible to amoxicillin/clavulanic acid (MIC 
5 4/2 mg/mL), piperacillin (MIC 116 rng/mL), ceftri- 
axone (MIC 2 0.3 2 nig/niL), gentamicin (MIC 
51 mg/mL) and ciprofloxacin (MIC 5 0.1 mg/mL). 
The  fever and the clinical condition responded well to 
the treatment established and the patient was discharged 
7 days later. 
Generic identification of the microorganism 
isolated was performed with the API 20 E (bioMerieux, 
France) and PASCO System (Difco, USA). Finally, the 
ctrain was identificated as Klcryvera nscorhta by the 
Centers for Diseases Control, Atlanta, USA. 
I n  1056 Asai et a1 13) identified a group of 
flagellated bacteria which they named K h y v e ~ a  in 
reference to a publication by IUuyver and van Niel [4]. 
In 1981, Farmer et a1 111, using DNA-DNA hybrid- 
ization techniques, grouped them in the genus Kltcyvern 
with two species, K. ascorbata and K. cryocresretzs, which 
may be distinguished by their differing capacities to use 
axorbate as a source of carbon, and ferment glucose at 
5"C, and their varying behavior against carbenicillin 
disks of 100 Fg, cephalothin disks of 30 l g  and irgasan 
disks of 5 pg, with K. nsrorbata being more resistant to 
these agents than K. cryocrescetzs. To date there have been 
few reports in the literature of the isolation of these 
microorganisms in association with clinical infection. 
Following the 144 strains described by Farmer et al. in 
1981 [l], the majority of which were obtained from 
respiratory secretions and whose clinical implication 
was in no case clearly established, and the series 
presented by Feinstein et al. [5] in the same year 
reporting the isolation of these niicroorganisnis in the 
feces of patients with and without diarrhea, public- 
ations concerning the implication of this species in 
clinical disorder? are rare and, on the whole, individual 
descriptions related to urinary tract infections (6-91. 
Approxiniately 90% of cases of acute cholecystitis 
have their origin in the presence of stones in the 
biliary tract which cause, consecutively, obstruction, 
distension and edematous congestion of the gallbladder, 
facilitating the proliferation of bacteria from the 
digestive tract [lo]. Klnyveva sp. forms part of this flora, 
although with low bacterial counts in many subjects, 
for which reason the isolation of this species in clinical 
pictures of sepsis and/or cholecystitis is very infrequent. 
In fact, in the literature there is only one case, reported 
by Thaller et al, describing the isolation of a strain of 
K. cryocresceerls in the gallbladder of a h3-year-old 
woman with acute cholecystitis 11 11. In the sanie way, 
isolations from blood cultures are rare. Tristam et a1 
reported a case of pyelonephritis in an 1 I -month-old 
girl with severe bilateral vesicoureteral regurgitation 
and isolation of Kluyvcra sp. in the urine obtained 
by suprapubic puncture and in a blood culture [9]. A 
strain of K. cryorrescens was isolated in two blood 
cultures in a 24-month-old boy. The patient had been 
operated on for Fallot's tetralogy and carried a central 
venous catheter [ 121. Finally, Sierra-Madero et a1 
described the case of a 74-year-old niale with 
mediastinitis previously subjected to cardiac surgery 
(coronary bypass and aortic valve replacement). A strain 
of Kluyvera sp. was grown in the cultures of the wound 
exudate, in respiratory secretions and in  two blood 
cultures [ 131. 
Therefore, K. ascorhnta appears to be a n  infrequent 
pathogen, although its incidence in clinical conditions 
may be underestimated because it shows biochemical 
identification pattern? close to those of other genera, 
especially Exherichin. In this way, isolates of Gram- 
negative rods assignable to the Enterobacteriaceae, 
which produce indole and are Voges-Proskauer, esculin 
and urease negative and decarboxylators of ornithine, 
may easily be mistakenly identified as Escherichia coli, by 
far the most frequently isolated species in the clinical 
microbiology laboratory. In this respect, a careful 
evaluation of growth in sodium citrate agar and 
its antibiotic sensitivity pattern, resistant to first- 
generation cephalosporins [l], a characteristic relatively 
unconinion in E.cdiericliia coli, niay help to distinguish 
these microorganisms in the course of normal 
laboratory routine and, as a result, ascertain more 
precisely the incidence of these microorganisms in 
different human infections. 
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Haemophilus inffuenzae type b endocarditis in a woman 
with mitral valve prolapse 
Clin Microbiol Znfect 1998; 4: 115-1 16 
Haemophilus species are the most common cause of 
endocarditis among members of the HACEK group of 
fastidious coccobacilli [ 1.23. However, endocarditis due 
to Huemophilus inzuenzae type b is rare, with only 11 
cases reported to date [3] .  We describe the first case of 
Haemophilus injuenzae type b endocarditis in a patient 
with mitral valve prolapse. 
A 29-year-old woman was admitted to our hospital 
because of fever of 8 days' duration. Her fever was 
remittent, with several peaks to more than 40°C per 
day, concurrent with rigors, and malaise. She also 
complained of headache (without nuchal rigidity), low 
back pain, and myalgia. She was a hotel employee on a 
Greek island and had not traveled abroad in the past 2 
years. Her past medical history was unremarkable. She 
had undergone several orthodontic procedures in the 
previous 6 months without chemoprophylaxis, since 
she had never been found to have a cardiac murmur. 
O n  admission she was febrile (39 "C) and appeared 
ill. She had a heart rate of 108/min, a blood pressure 
of 100/70 mmHg, moderate pallor of the skin and 
mucosa and mild tenderness on examination of the 
abdomen; otherwise her physical examination was 
unremarkable. Her initial laboratory tests revealed a 
mild normochromic anemia, moderate thrombocyto- 
penia (84 000 platelets/yL), leukocytosis (18 800 white 
cells/yL with 89% neutrophils) and an erythrocyte 
sedimentation rate of 103 mm/h. Further tests were 
negative for infectious, neoplastic, collagen vascular and 
systemic diseases. Imaging studies of the head, thorax 
and abdomen were negative, except for the presence of 
slight enlargement of the liver and of a small amount 
of pleural fluid bilaterally. The pleural fluid was trans- 
udative, with few cells and a negative culture. Her urine 
culture was negative. 
O n  the second day of her hospitalization she was 
placed on intravenous ceftriaxone and gentamicin after 
six sets of blood cultures had been taken. O n  the fourth 
day, two sets of blood cultures (taken the first day) grew 
a Gram-negative coccobacillus with microscopic and 
colonial properties suggestive of Huernophilus species. 
The P-lactamase test, based on chromogenic cephalo- 
sporin, was negative and susceptibility testing on haemo- 
philus test medium (agar diffusion method) showed 
sensitivity to ampicillin, chloramphenicol, cefotaxime, 
ceftriaxone, erythromycin, trimethoprim-sulfameth- 
oxazole and amoxicillin-clavulanate. A transesophageal 
echocardiogram revealed mitral valve prolapse and 
a small vegetation. The regimen of ceftriaxone and 
gentamicin was not changed. 
The blood isolate was further identified as Huemo- 
philus infEuenzue by the X and V factor requirement (X 
and V factors disks, OXOID, Unipath Ltd, Hampshire, 
UK). It was found to belong to biotype VI according 
to indole, urease and ornithine decarboxylase pro- 
duction and was serotyped as Huernophilus intuenzae 
type b by the slide agglutination method (DIFCO 
Laboratories, Detroit, Michigan, USA). 
Despite appropriate antibiotic treatment, her fever 
did not resolve. She also developed bilateral ankle 
edema and arthralgia. Her blood cultures, however, had 
become negative after she was placed on antibiotics. 
Imaging studies of the thorax and abdomen were 
unchanged. O n  the 13th day of her hospitalization, a 
new transesophageal echocardiogram showed enlarge- 
ment of the vegetation on the mitral valve. Chloram- 
